The Simulation of Heart Disease 'By WILLIAM EVANS, M.D., D.SC., F.R.C.P.
Ahstract o/ an Address given to the Ulster Medical Society on 12th anuaary, 1g5o THE imposition of unwarranted invalidism on healthy subjects, which results from the misinterpretation of physical signs, gives rise to a serious problem. In examination of the heart there are certain physical signs whose significance is obscure, and is, therefore, the more likely to lead to misguided interpretation. Surmise and conjecture, therefore, take the place of accurate observation; dogma is born without data; and fact gives way to fantasy. The heart itself cannot suffer from this miscarriage in diagnosis, but the damage to the patient's happiness and health is often irretrievable. Various classes of the population are likely to be the victims of such doctor-made illness.
(a) The discovery of an incidental or innocent murmur condemns thousands of children each year to unwarranted invalidism, whereby they are denied healthy games and happy pastimes; more seriously still, their education is all too frequently erratic and interrupted; and the provision of special transport, or even of special schools, is a source of personal embarrassment to the children and of financial embarrassmenl to the tax-payer.
( Effort Syndrome.-The terminology of this condition is extravagant both in the number and variety of its names. The American term "neuro-circulatory asthenia" has at least the merit of drawing attention away from the heart. To call it by its proper name-neurosis-would be better still, in that it might encourage the patient to stimulate his resolve to overcome his symptoms. The exercise tolerance test is a worthless method of assessing the heart, and is no yardstick whereby to measure the capacity of the heart to fulfil its function, so we should forego it.
Angiiia.-The paucity of physical signs of coronary artery disease demands more than ordinary care in the interpretation of the patient's history, and his own description of the character of the pain is of the utmost importance. Both mannerism and aphorism, therefore, must be closely observed as one elicits the story of the pain. Lancing, shooting, and darting pains are frequently described with verve and picturesque phrase, and are never caused by true angina. Even pain in the middle of the chest and related to exertion is as often caused by some trivial complaint like flatulent dyspepsia as by coronary artery disease. It is, therefore, important that the physical signs of coronary disease must be carefully sought.
These include the proper assessment of blood pressure, the recognition of cardiac enlargement, of aortic incompetence, and of triple rhythm as a sign of heart failure. Changes in the electrocardiogramii require expert interpretation. The electrocardiograph is a valuable instrument in the diagnosis of cardio-vascular disorders, but, before acquiring one, we must first know how to read the record wrhich it traces. Passing the "driving test" is a prerequisite to using the automobile. A "decipher test" should be a preliminary condition to possessing an electrocardiograph.
Hvpertensiont.-Many patients tell their doctors that they have blood pressure: of these, perhaps one-half have hypertension. Hypertonia is a physiological state, to be distinguished from hypertension, which is a disease-producing condition. Hypertension is present when the systolic blood pressure is 180 millimetres of mercury or over, and/or the diastolic blood pressure is 110 millimetres or over on three consecutive occasions, and when there is present clinical, cardiographic, and cardioscopic evidence of cardio-vascular hypertrophy. Headache, tinnitus, giddiness, loss of concentration, palpitation, and pain under the left breast are characteristic complaints of the neurotic. The symptoms of hypertension, on the other hand, are substantial ones, like paroxysmal dyspncea from left ventricular failure, cardiac pain from isch3emia and infarction, loss of vision from retinal changes, and locomotor disturbances from cerebral arterial rupture.
Cardiac Enlargement.-A statement that the heart is enlarged should not be given lightly, and never with the false reassurance that "there is nothing serious; the heart is only slightly enlarged." Displacement of the apex beat is due to enlargement of the heart in only the minority of cases. Causes of displacement of an innocent kind include a shallow thorax, scoliosis, and a depressed sternum or other thoracic asymmetry.
Heart Sounds and Murmurs.-It is from heart sounds and murmurs that unwarranted cardiac invalidism springs most readily, and the misinterpretation of certain auscultatory signs is a common fault in clinical medicine. For example, a split first sound which may occur in a healthy subject, may be mistaken for the pre-systolic murmur of mitral stenosis, and this error may be reinforced by finding accentuation of the second sound in the pulmonary area, although this is, indeed, of no value as a supporting sign of heart disease, seeing that it is so common a finding in health. Three main clinical varieties of innocent murmur heard near the mitral area may be segregated by considering the character of the murmur, the effects upon it of deep inspiration and posture, and its place in systole.
(a) The innocent systolic murmur of reclining posture is blowing in character and is not loud, so that it often disappears on deep inbreathing. It is louder in the reclining posture when a similar murmur appears in the pulmonary area. It is placed in mid-systole. It is common in children and in young subjects; uncommon after thirty years; and is never met with after forty years of age.
(b) The inno>cent parasternal murmur is blowing or whiffy, and it is loud enough to persist on deep. inbreathing. It is loudest in the fourth intercostal space at the left border of the sternum, but, unlike the murmur of ventricular septal defect, it is never accompanied by a thrill. It is placed in mid-systole. Although commoner in young people, it is often met with in older subjects.
(c) The innocent murmur in late systole is blowing in character and is loud, so that it persists during deep inbreathing. It occurs at all ages. The murmur is nearer to the second than the first heart sound, and, for this reason, it is easily recognised on clinical auscultation.
The innocent systolic murmur in the pulmonary area assumes importance because it is commonly mistaken for the murmur of pulmonary stenosis, which it closely resembles. It can be as loud-as the murmur of pulmonary stenosis, but it is less loud in the upright posture, especially if deep inbreathing is an added manoeuvre. The murmur is placed in mid-systole and is not associated with a thrill.
To allow a diagnosis of mitral incompetence to stand as our interpretation of a mitral systolic murmur is to invite an inaccurate diagnosis at any time; while to apply it to the murmurs just described is to commit a wrong limitless in its injurious effects. It is because of the complacency engendered by this mischievous diagnosis of mitral incompetence that we must quickly forego the term; as long as it is allowed to stay, so long will it prove a disservice to medicine and a travesty of diagnosis by clinical auscultation.
Past History of Rheumatic Fever.-A child with a heart murmur, even though of the innocent kind, easily falls victim to unwarranted invalidism, but when it becomes known that the child has suffered at one time from frank rheumatic fever or even a painful joint, its escape from such enforced invalidism is very unlikely.
Experience in the examination of school children has so convinced me of the malinfluence which a past history of rheumatic fever exerts in a case in which a child with a murmur is presented to a doctor for diagnosis that I am led to make this serious proposal, that we must arrive at a diagnosis of the presence or absence 3
